Rather little is known about emergency care in out-of-hospital settings, for example in patients' homes, where acute situations often emerge and require rapid action from those present. Research evidence concerning the issue is crucial for the development of emergency care services and for responding to patients' and professionals' needs. This study aims to describe how out-of-hospital emergency staff experience encountering and counselling patients and their family members and making non-conveyance decisions after having attended an educational intervention dealing with these issues. Data were collected by electronic questionnaires sent to all out-of-hospital emergency staff members (N=238) of a hospital district in Finland in 2014 and in 2016. Data were mainly analyzed using statistical methods. The educational intervention did not affect respondents' self-perceived encountering and counselling skills much, although some positive development was observed. The educational intervention had some positive effect on emergency care providers' encountering and counselling skills. Especially the attention given to family members in care situations increased. The training appears to be in the right direction, but it must be continued. The continuously increasing knowledge of patients' and family members' care and counselling experiences also helps staff to understand situations from client perspective, bringing a new dimension to emergency care services.
Introduction
Emergency care, as a life-saving health care service, has been studied quite extensively worldwide over the past years. [1] [2] [3] However, little is still known about emergency care that takes place in out-of-hospital settings, for example in patients' homes. Acute situations frequently emerge in homes and require rapid action from those who are present to call for help. The most urgent procedures are carried out on site, often in the presence of family members, followed by transport to hospital or by home care based on care providers' instructions. In these situations, it is essential to secure the safest possible care for patients. 4, 5 High quality, situation-specific counselling and especially follow-up care instructions are necessary for the patient to cope at home after the ambulance has left. 6, 7 Care providers generally find that the counselling they provide is of good quality, but that there are challenges, especially as regards the presence of family members, attending to them and supporting them, and also as regards planning and securing followup care. 1, 6 It has been confirmed that post-registration training can be useful in developing nurses' communication skills, 8 which can be seen to be connected with practicing client-centred counselling. A literature review 9 revealed that communication skills training can have a positive effect on multiprofessional collaboration, professional support and management of sensitive issues. Another study indicated that a counselling training program might enhance nurses' interaction with patients and families, and consequently improve the quality of care and prevent burnout. 10 The same issues should now be addressed in the out-of-hospital emergency care context, which differs from the traditional hospital environment.
This study is part of a larger research project carried out in Finland. The project deals with follow-up, evaluation and modelling of out-of-hospital emergency care, which in acute situations often represents a patient's first contact with health services. The project addresses both staff's clinical skills and encountering and counselling of patients and families. Perspectives of patients, family members and care providers are incorporated. The knowledge produced can be used worldwide to systematically develop the quality of emergency care across a wide range of acute situations in out-of-hospital settings. Making the service more family-centred is an important part of the undertaking, because it helps ensure successful home care if the patient is not transported to hospital. This paper deals with encountering and counselling of patients and family members in out-of-hospital emergency care, including decisions not to transport the patient to hospital. Respondents were out-of-hospital emergency staff, who attended an educational intervention addressing these issues. The paper presents follow-up data on the respondents' experiences. The research questions are: i) How do out-of-hospital emergency staff encounter and counsel patients and their family members in acute care situations after having attended an educational intervention addressing these issues? ii) How do they describe their decision-making in non-conveyance situations?
Materials and Methods

Design and participants
Two sets of data were collected in a hospital district in Finland in 2014 and in 2016 using electronic questionnaires sent to all outof-hospital emergency staff members (N=238), which include registered nurses, practical nurses, hospital and ambulance attendants or emergency medical technicians. In the Finnish healthcare system, hospital districts are responsible for providing advanced medical care services, including emergency care, for particular geographical regions. The hospital district involved in this study serves a population of 200, 000. Health services in Finland are divided into primary health care and specialized medical care. Primary health care refers to the municipally arranged monitoring of the health of the population. Primary health care services are provided at municipal health centres. Specialised medical care refers to specialist health examinations and treatment. Most specialised medical care is performed in hospitals. However, concerning emergency care services, the aim is to take care of patients on site or provide a possibility to go to a municipal health care centre when rapid transportation is not necessary.
An educational intervention was conducted between the two data collection phases. It was a one-day (7-hour) course targeted at the whole emergency care staff. The topics addressed were high quality counselling and guidance of patients and family members in acute care situations, where the patient is not transported to hospital; learning from affected couples' experiences and developing current acute care practices; identifying domestic violence in acute care situations; bringing the care situation to a good closure and implementing relevant patient fees. Research permissions and ethical approval were obtained from Pirkanmaa Hospital District Ethics Committee (no. R13164H). Participation was voluntary, based on the respondents' informed consent.
Measures
The questionnaire used had been specifically developed for this follow-up study. 6 A group of experts in emergency care; staff, leaders, researchers and a teacher, were requested to contribute to the questionnaire design to improve inter-rater reliability. The instrument was based on elements of high-level encountering and counselling of patients and families, discovered through carefully conducted literature searches. 3, [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] Respondents were instructed to start by answering background questions (items 1-8) about their age, sex, qualification, current position, type of employment and about their work experience in the current position, in emergency care and in health service. These questions were followed by 10 statements dealing with encountering and 12 statements dealing with counselling of patients and their family members.
The following two sum variables were formed: Encountering (Introducing oneself; Individual patient contact; Providing information) and Counselling (Psychological support; Understanding instructions; Health promotion and supporting follow-up care; Counselling patients). A 7-point Likert scale was used: 1=not part of my role definition; 2=totally disagree; 3=disagree; 4=somewhat disagree; 5=somewhat agree; 6=agree and, 7=totally agree. The Cronbach alfas at baseline and follow-up varied between .60 and .90. 6 Values >.60 were considered to indicate that the instrument was reliable enough. 21 The instrument also contained an open question on the difficulty or ease of non-conveyance decision-making and the underlying reasons and challenges.
Data analysis
Statistical analysis was conducted using Statistical Product and Service Solutions for windows 22.0. Responses to the items on encountering and counselling patients and family members were classified into the following: 0=not part of my role definition; 1=disagree/totally disagree; 2=somewhat disagree; 3=somewhat agree; and 4=agree/totally agree, with 0 (not part of my role definition) classified as missing information in the final printout. Frequency distributions, means, standard deviation and cross tabulation were used to analyze data. It was ensured during the classification of background variables there was an adequate number of observations in each category and that the categories remained comparable. The overall response rate at baseline was 59%. The chi-square test (χ 2 ) was used to examine statistical associations among variables in cross tabulation. Baseline and follow-up data were compared, but no statistically significant differences were discovered. The differences are presented as percentages to demonstrate the progress that occurred in some items. Responses to the open question were analyzed using inductive content analysis. This involved reading the data carefully for familiarization and reducing, clustering and abstracting the data according to the research question. The number of entries within categories is also presented in the results section. The inter-rater reliability was assured by having one team member conduct the basic analysis, while the other members examined the original data to confirm the analysis. The research team was unanimous over the results.
Demographic data are presented in Table 1 . The statements regarding encountering and counselling of patients and family members with percentages of agreement/disagreement are given in Tables 2 and 3 respectively. Comparison by demographic variables (age, work experience etc.) showed no statistically significant differences, so the data are not presented. The reasons given for nonconveyance and the results concerning challenging non-conveyance situations for inquiries I and II can be found in Table 4 . There were 425 entries (I:257, II:168) describing the reasons and 354 entries (I: 192, II: 162) describing challenging non-conveyance situations.
Results
Demographic characteristics
In the first inquiry in 2014, half and in the second inquiry in 2016, two thirds of the respondents were women. In the first set of data, the under 35-year-olds constituted 55% of the respondents; in the second set of data, their proportion was 64%. In both years, approximately 64% of the care providers represented basic level emergency care, whereas 36% worked in advanced level emergency care. The share of registered nurses was 61% in the first and 70% in the second inquiry. Others were practical nurses, hospital and ambulance attendants or emergency medical technicians (Table 1) 
Encountering patients and family members
In both inquiries, respondents agreed with the statement that their work was founded on ethical values. The majority (I:94%/II:96%) also said that they planned the patient contacts individually. Most respondents (80%/72%) reported that they introduced themselves to patients, but fewer of them (75%/60%) said that they introduced themselves to family members as well. All respondents explained the patient the reasons for the procedures carried out. Most of them (92%/95%) felt that they were able to place themselves in the patient's situation. The majority (90%/91%) also said that they knew how to attend to the needs of patients from different cultures. The presence of the patient's family member was found inconvenient by 46%/35% of the respondents. In both inquiries, practically all respondents said that they made an effort to provide both patients and family members adequate information about the patient's current situation ( Table 2) .
Counselling patients and family members
The respondents (99%/99%) found their communication skills good. Nearly all of them (98%/99%) gave the home care instructions orally. Most respondents (85%/82%) also agreed with the statement that they had adequate time to go over the home care instructions and that they (96%/99%) could ensure that the patient had understood the instructions. The results were similar (96%/97%) for ensuring that family members had understood the instructions. As regards psychological support, 62%/60% of the respondents thought they had adequate time to support patients and 50%/52% said that there was adequate time to support family members after having provided emergency care. A greater percentage (76%/79%) reported that they provided patients and family members preventive health education. In addition, 84%/88% of the respondents found that they encouraged family members to participate in the patient's follow-up care. Nearly all respondents (100%/97%) ensured that the patient knew where to contact in case of further problems. The majority of them (72%/68%) agreed with the statement that arranging follow-up care was challenging (Table 3) .
Non-conveyance situations
In the first inquiry, 19% of the respondents (n=27) found the decision not to transport the patient to hospital difficult. Slightly under 70 % (n=95) did not find the decision-making difficult and 14 % (n=20) could not say. In the second inquiry, the non-conveyance decision was found difficult by 29% (n=25) of the respondents. The decision was not difficult for 58 % (n=50), whereas 13 % of the respondents (n=11) chose the option cannot say. It was also discovered that in the second inquiry, 58.3 % of the 45-yearold and older respondents found non-conveyance decisions difficult, whereas in the other age groups, the percentage ranged between 6.7% and 50 % (N=75, df=3, (χ 2 )=8.925, p=0.30). No other statistical differences were discovered regarding the background variables.
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Reasons for non-conveyance
An assessment of the patient's care needs resulted in a nonconveyance decision when there was no immediate need for emergency care. In both inquiries, the respondents said that the reason for non-conveyance was that the patient did not require emergency care or transport to hospital (121/65 entries). The care providers described the situations in a similar way in both inquiries, explaining for example that they found that the patient's condition allowed waiting for the following day and then contacting the local health care centre. In these situations, the patient's condition was found stable, with no need for ambulance transport or emergency care procedures or observation during transport. Patients were often advised to use a taxi or their own car or to ask family members to accompany them to seek treatment, for example in the local health care centre. In some cases, the symptoms had already abated and there was no need for transport to hospital. In the second inquiry, there were no more entries describing clients calling the ambulance just to make sure, as a precaution, and no mention about nonconveyance decisions based on the presence of family members.
Treating the patient on site (28/26 entries) was a commonly mentioned reason for non-conveyance decisions. Both sets of data contained care providers' descriptions of how they had found that the treatment on site had been successful and the patient could be left at home. Procedures carried out included pain alleviation, normalization of blood sugar levels and wound care. General assessment of the patient's condition and lifting a fallen patient were mentioned in the first set of data and administration of fever-reducing medication was mentioned in the second inquiry.
In addition, treatment of minor physical injuries and symptoms on site were mentioned in both inquiries (18/14 entries). Examples given by care providers involved the flu, diarrhoea or other gastric disorders and falls that had not caused any major injury. The second set of data did not contain any blood pressure or respiratory symptoms. Instead it was mentioned that patients were sometimes treated on site because of minor finger fractures, vague ill feeling or because of their unwillingness to be left alone.
The patient's chronic illness or condition was another reason given by care providers for non-conveyance in both inquiries. In these cases, the patient's chronic or prolonged complaint (26/14 entries) had not deteriorated acutely or significantly and did not require prompt transport to hospital. The symptoms had lasted for weeks or months. As examples, the care providers in the first inquiry mentioned chronic gastric problems, constipation, longlasting deterioration of the general condition, prolonged flu and chronic back pain. The second set of data included back, hip, toe or finger pain that had lasted long, sometimes for years, and had not acutely changed. The symptoms were long-lasting and no specific cure could be offered at that stage.
Psychosocial reasons were also mentioned as an explanation for non-conveyance in both sets of data. The patient's loneliness (9/8 entries) was one of the psychosocial reasons given by the care providers. According to the respondents, patients sometimes called for an ambulance because they were frustrated and wanted to have help for a prolonged complaint. The patient's insecurity regarding coping at home or learned helplessness were mentioned in the first but not in the second inquiry. In both sets of data, respondents reported that patients sometimes called for help for social reasons. Feeling very lonely, old or intoxicated people yearned for somebody to talk to.
Some patients were not clients of emergency care services, so they were not transported to hospital according to care providers in both inquiries. Users of intoxicants were mentioned as an example (22/7 entries). Strong alcohol intoxication was reported to commonly cause so-called alarms. Still, patients were not seen as clients of emergency care if they refused to be transferred or if they had unnecessarily called the ambulance. Not finding the patient on site and the patient is a client of the police were mentioned as examples in the first inquiry.
Challenges in non-conveyance situations
Difficulty of reaching a common understanding with the patient and/or family member about the non-conveyance decisions was experienced as the greatest challenge (72/73 entries). The patient and/or the family member disagreed about the decision not to transport the patient to hospital; one or both of them had a different perception about the necessity of transport compared to the care providers and sometimes failed to understand why transport was not arranged, even if treatment had been provided on site.
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Respondents sometimes felt pressured when transport was demanded, even though there was no medical need for it. In the first inquiry, respondents reported that some patients and family members believed that an ambulance patient was treated more promptly than other patients and could jump in line. The second set of data contained the examples that family members sometimes did not want to assume responsibility for the patient or the family member was experienced as difficult. Care providers occasionally felt that clients tried to put the blame on them or threatened them with a formal complaint. In both inquiries, respondents reported difficulties in reaching a common understanding with patients who required special attention. This group involved confused and aggressive patients and users of intoxicants.
Concern about the patient's coping at home (21/13 entries) was experienced as another challenge in non-conveyance situations. Sometimes care providers found that patients did not necessarily require hospital care, but their coping at home was compromised. It was not always clear if patients would cope at home or if their condition would be observed and if there was a family member, who was able to assume responsibility for the patient's care. Care providers were mostly concerned about aged patients. In the second inquiry, respondents mentioned adequate informing and explaining care decisions to patients as challenges. Care providers also reflected on society's responsibility for the patient's care.
The care providers' responsibility and insecurity about the decisions made emerged from the first set of data. The responsibility was seen to involve an association between patient assessment, examination, diagnostics and non-conveyance decisions. As an example it was mentioned that insecurity was induced in situations, in which patients called for help a second time. Both sets of data contained examples of insecurity caused by the care providers' worry that the patient might not have understood the home care and follow-up care instructions (24/10 entries). Insecurity was also reported if the patient's symptoms were ambiguous (6/4 entries). Other challenges involved the concern about how follow-up/home care would be arranged, for example if the patient would receive adequate help from the home help services. In the first inquiry, care providers described their worry and fears concerning the decision to leave the patient at home; it seemed possible that despite careful examination and treatment the patient might deteriorate. The second inquiry was different from the first in that hospital transport as a precaution was no more mentioned as a potential practice.
In both inquiries, Collaboration between professionals was mentioned as a challenge in non-conveyance situations. Care providers collaborate with emergency physicians, consulting them on patients' situation. Respondents reported that the doctor did not always concentrate adequately on the patient's current situation (9/17 entries). Uncertainty about the doctor's entries into the patient information system was mentioned as a challenge in the first inquiry. The doctor's lacking skills in Finnish language, difficulty of describing the overall situation to the doctor, the doctor's irritation and disagreement with care providers were among the challenges mentioned in the second inquiry (Table 4) .
Discussion
The results show that an educational intervention did not change respondents' perceptions of their encountering and counselling skills much. This might be explained by care providers' high baseline skills or by the assumption that changes occur relatively slowly. 8, 22 Some changes were, however, observed. They are discussed below.
Compared to the first inquiry, a slightly higher proportion of respondents felt more empathy towards the patient's situation and took the patient's cultural background into consideration in the second inquiry. Experiencing the presence of family members in the care situation as inconvenient was less common, which may indicate care providers' increased awareness of the importance of family members and their agreement that family members should be involved in the care. [23] [24] [25] A great deal of attention had been given to these issues in the educational intervention, which might explain the development of care providers' situational awareness.
In contrast, introducing oneself to the patient and family members became less common after the intervention. This might be explained by the recent efforts to protect care providers from threatening situations and violence 26 in emergency services and onduty care; more focus is being placed on this issue in occupational safety. The Act on the Status and Rights of Patients 27 in Finland, however, states that patients have the right to know who treats them. A fair solution should be found that takes all parties' needs into consideration. The experience of having adequate time for giving home care instructions had become less common, but it was more common for care providers in the second inquiry to ensure that the patient and family member had understood the instructions. In care providers' experience, a little less time was used for supporting the patient psychologically, whereas more time was used for supporting family members and encouraging them to participate in the patient's follow-up care. Care providers also found arranging follow-up care less challenging in the second inquiry. The results were mostly similar in both inquiries for non-conveyance reasons and for the following challenges in non-conveyance situations: reaching mutual understanding, patient's coping at home and collaboration between professionals. It is important for care providers to clearly and comprehensibly explain patients and family members the reasons for not transporting the patient to hospital. It creates trust, which can help families cope better at home. The changes following the educational intervention are mostly in the right direction. This means that the contents of the intervention were appropriate, so similar training should be continued. One might also propose that the inquiries and educational intervention made respondents reflect on their encountering and counselling skills more critically. They probably thought more about how they acted in various situations and what kind of decisions they made regarding patient's care and conveyance. The continuously increasing knowledge of patients' and family members' care and counselling experiences also helps staff to understand situations from client perspective, bringing a new dimension to emergency care.
Limitations of the study
Low response rates are typical of email surveys. In this study, the challenge was tackled by writing a motivating cover letter and by sending reminders to potential respondents at both baseline and follow-up. The low response rate despite these measures may be due to the fact that the questionnaire was not directly available but required opening a link. It was possibly not clear to respondents why data were collected a second time using the same question- naire-hence the lower response rate in the second inquiry. 28 The educational intervention covered the whole staff, which can be considered an advantage. Mainly the same respondents participated in the two inquiries. It is still possible that there were new respondents in the second phase, which weakens the change evaluation. The fact that data were collected in one hospital district increases the reliability of the study but may reduce the generalizability of the results. In any case, the results can be used to address and develop the quality of emergency care services in various contexts, also internationally. 
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Conclusions
The educational intervention had some positive effect on emergency care providers' encountering and counselling skills. Especially attention given to family members in care situations increased, which is an important point in the development of emergency services in general and in prehospital care especially. The training appears to be in the right direction, but it must be continued. The continuously increasing knowledge of patients' and family members' care and counselling experiences also helps staff to understand situations from client perspective, bringing a new dimension to emergency care.
